abscess due to Bacillus coli in the left upper lobe (Fig. 3A) . The lobe quickly melted away and had to be removed owing to fever and sputum (Fig. 3B ). He recovered well from this third operation and is now strong with his weight 2 st. above that when first seen no anxmia. It is proposed to resect the rectal mucosa at an early date and if the fistulae heal and the sphincters are not destroyed, the possibility of bringing his colostomy through the anal sphincters is entertained. The real object in showing the case is to illustrate the serious consequences and misery entailed by failing to do an ileo-transversostomy with exclusion of the diseased intestine when the condition is first discovered. If, in sbtected cases of carcinoma of the rectum, the surgeon is to consider a sphincterpreserving operation he is not absolved from the responsibility of carrying out the widest possible excision compatible with continence. For this reason I consider anterior resections and pull-through operations to have no part in the treatment of this disease, as the areas excised are too limited.
Reconstructive abdomino-perineal excision has been criticized on the grounds that intractable fistule result. In presenting these 4 cases I wish to show that although perineal fistule may form, their closure is not long delayed, provided the anal stump and the adjacent anastomosed colon are kept emptied by twice daily washouts. To the patients little inconvenience is caused by the temporary fistule.
It seems therefore that the only objection to this operation is theoretical. As it approximates more closely to Miles's classic procedure than other limited resections, I feel that it should be more widely adopted. Babcock's operation is similar in extent but, in my experience, does not result in the full continence that is a feature of the cases upon which I have performed this operation. We are indebted to MissAM. H. Shaw for the photographs.
